SUMMARY Fewer than 25% of people diagnosed during life as being demented were found to have this diagnosis coded as the underlying cause of death. In a sample of deaths certified as due to dementia the majority were found to have occurred in long-stay institutions. This distorts the geographical pattern of mortality because the Office of Population Censuses and Surveys (OPCS) considers these institutions to be the patient's usual address six months after his admission. Analysis of all certified deaths from dementia during 1968-78 by place of residence shows that areas with a significantly high SMR usually contain a large psychiatric hospital. Changes in diagnostic fashion and in the procedure by which OPCS selects the underlying cause of death have also affected numbers of deaths coded as dementia. Death certificate data are unlikely to be useful in examining either geographical variation or time trends in rates of dementia. 
SUMMARY Fewer than 25% of people diagnosed during life as being demented were found to have this diagnosis coded as the underlying cause of death. In a sample of deaths certified as due to dementia the majority were found to have occurred in long-stay institutions. This distorts the geographical pattern of mortality because the Office of Population Censuses and Surveys (OPCS) considers these institutions to be the patient's usual address six months after his admission. Analysis of all certified deaths from dementia during 1968-78 by place of residence shows that areas with a significantly high SMR usually contain a large psychiatric hospital. Changes in diagnostic fashion and in the procedure by which OPCS selects the underlying cause of death have also affected numbers of deaths coded as dementia. Death certificate data are unlikely to be useful in examining either geographical variation or time trends in rates of dementia. Usefulness of mortality data in determining the geography and time trends of dementia specialised clinic as having dementia and who subsequently died, less than 25 % had this diagnosis coded as the underlying cause ofdeath. In only 58% of the patients did dementia appear anywhere on the death certificate. These observations were made in a city where psychiatrists and geriatricians have had an active research interest in dementia for many years. In other areas of England and Wales it is likely that dementia is recorded on death certificates with an even lower frequency. We found, in the sample of death certificates from OPCS, that the majority of patients in whom the underlying cause of death was coded as senile or pre-senile dementia died in hospital. Hospitals with long stay beds are considered to be the patient's usual address by OPCS ifthe patient has been living there for more than six months before the date of death.6 Thus, those local authority areas which contain a hospital with a large number of long-stay beds are likely to show elevated SMRs for chronic neuropsychiatric disorders. The remarkable coincidence of the locations oflarge psychiatric hospitals with areas with high SMRs for dementia demonstrates the extent to which this practice has affected the geographical distribution of mortality from dementia.
In 1984, OPCS changed their procedure for implementing World Health Organisation Rule 3 regarding the selection of the underlying cause of death from the conditions listed in parts I and II of death certificates.6 This change affected death certificates where, under part Ia, the proximate cause of death was recorded as bronchopneumonia, and where a major disease was recorded in part II. Until 1984 the disease mentioned in part II would have been ignored for the purposes of coding the underlying cause of death. From 1984 onwards the disease mentioned in part II became the underlying cause of death. Because bronchopneumonia is a common terminal event in patients with dementia this change had the effect of more than doubling the mortality rate from dementia over a single year (fig 2) . A more gradual increase in the number of deaths from dementia occurred steadily over the period 1974-83. This coincided with a slow decrease in the number of recorded deaths from senility. Its seems probable that these trends are partly explained by changes in diagnostic fashion. Some increase in numbers dying from dementia would also be expected from the changing age structure of the population.
We conclude that because of the low rate of recording of senile dementia as a cause of death and the distorted geographical pattern ofthe disease, death certificate data are not useful in exploring geographical variations in the frequency of dementia in England and Wales. Possible variations in diagnostic terminology over time and the change in the way WHO Rule 3 has been applied limit any inferences that can be drawn from changes in mortality rates from dementia with time. For all these reasons, predictions ofthe size ofthe demand on health services created by senile dementia will be misleading if they have been derived from death certificate data. 
